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ABSTRACT

INTRODUCTION: In Brazil, psychotherapy research is in its early development; there are no
systematic studies of the therapeutic process, and there are few available measurement instruments
for researchers interested in this field. OBJECTIVE: To develop a Portuguese version of the
Psychotherapy Process Q-Set. METHOD: The development of a Portuguese version of the
Psychotherapy Process Q-Set involved four stages: translation, back translation, evaluation of
semantic equivalence and discussion of the results by the authors. Five raters were trained to apply
the instrument. During the training, a field diary was used to record difficulties identified in task
execution and to subsidize complementary data. Thereafter, the Psychotherapy Process Q-Set was
applied to seven sessions of a short-term psychodynamic psychotherapy to examine agreement
between referees. RESULTS: The Portuguese version of the Psychotherapy Process Q-Set
presented good semantic equivalence with the original. The assessment of interrater reliability had a
satisfactory result. It is worth stressing that applying the Psychotherapy Process Q-Set requires
study, time and reflection. The discussion with raters pointed to the need of reviewing the
application manual concerning the clinical examples. This will be performed in the near future to
minimize the discrepancies observed in the understanding of some concepts and to better adjust
them to the Brazilian reality. CONCLUSIONS: This study provides a Portuguese version of the
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Psychotherapy Process Q-Set, a versatile instrument that can be used in different contexts to
quantitatively describe the therapeutic process of different psychotherapies in clinically significant
terms.

Keywords: Translation, semantic equivalence, instruments, reliability, therapeutic process,
psychotherapy.

Introduction

There is considerable consensus that the impulse to research in psychotherapy has its origin in the
criticism made by Hans Eysenck! that there was no evidence confirming the fact that
psychotherapies were more effective than other intervention methods. Repercussion of that article
was almost immediate, generating a large number of studies on the efficacy of psychotherapies and
psychoanalysis. Therefore, for more than four decades, researchers produced considerable evidence
on the results of psychotherapies,? so that nowadays the generic question whether psychotherapies
are efficient or not is no longer a dominant concern.** Since the past decade, new problems have
occupied researchers, such as which psychotherapies work better for which patients?® And which
aspects, methods and factors contribute to changes in psychotherapy?®

Russell & Orlinsky’ divide the history of research in psychotherapy into four stages, and the current
one presents an increasing interest in studying the therapeutic process. Concerning psychoanalytic
research specifically, Wallerstein® describes four successive generations. The first generation started
with Coriat's survey on therapeutic results, in 1917, and is characterized by survey studies, based
on "opinions" and without bias control. The second generation started in the late 1960's in Europe
and USA: these are large-scale, prospective and comparative studies, including multiple measures
and more rigorous treatment of variables. The third generation, contemporary to the second,
combines process assessment with therapeutic results by applying multiple measures throughout
time. The fourth generation is in statu nascendi and focuses its questioning on the nature of the
therapeutic process, which performs an in—depth investigation using audio and video recordings.

The microscopic study of the therapeutic interaction, in complete sessions or in fragments of
recorded and transcribed sessions, is still "music to the future,"® as can be observed in the review on
psychoanalytic research carried out by Fonagy et al.,’ in which, out of 50 projects included, only
nine were "pure" process studies and six were process/result studies. Actually, many studies
classified as process are in fact microstudies of results.*

The main goal of studies on therapeutic process is to understand how changes take place throughout
the treatment,? i.e., identify the mechanisms of therapeutic action. To do so, researchers apply
qualitative and quantitative methods to examine patterns concerning the therapist/patient
interaction and communication through psychotherapy sessions, relating them to positive or
negative therapeutic episodes, as well as to clinical change.'®

Since its early stages, psychoanalysis has studied the therapeutic process from a clinical
perspective. Therefore, it is not a coincidence that many of the instruments developed over the past
decades for a systematic investigation of the therapeutic process have psychoanalytic oriented
authors, among them: the Fundamental Repetitive and Maladaptative Emotion Structures
(FRAMES),* the Core Conflictual Relationship Theme Method (CCRT)*? and the Psychotherapy
Process Q-Set (PQS),** which will be analyzed in this study.

PQS, as the other instruments mentioned above, is based on the literal transcription of recorded
therapy sessions, an issue that has raised controversies between clinicians and psychoanalytical
researchers for decades.®'**¢

In Brazil, psychotherapy research is in its early development, and there are no in-depth systematic
studies of the therapeutic process. Debates on the use of a recorder are practically inexistent,
except for a few cases.'’'® Also, there are few researchers investigating the effects of process
variables on therapy results. In this sense, the studies by the Center of Studies and Research on
Brief Psychotherapy using the Operational Adaptive Diagnostic Scale'® and Marcolino's research? on



the impact of therapeutic alliance on brief psychotherapy stand out. In Rio Grande do Sul (Southern
Brazil), there are no quantitative studies investigating the dimension of therapeutic
processes/results. However, some recent studies on patient's factors associated with ability of
forming therapeutic alliance** and on the association between therapeutic alliance and transference?
manifest interest in this issue. There is also an increased interest, among researchers, in developing
Brazilian versions of instruments assessing factors (patient's or patient/therapist bond) that
integrate or influence psychotherapy process, such as transference,”*** countertransference,*
therapeutic alliance® and defense mechanisms.?® Such initiatives are essential for the development,
enhancement and expansion of research on psychotherapy in our country.

A detailed study of the therapeutic process allows the development and assessment of explanatory
models of therapeutic action.? It also provides the possibility of analyzing Dodo's hypothesis or
verdict,?” which claims that different psychotherapies are equally effectivet. Although corroborated
by many studies, this hypothesis has been questioned by some researchers, who consider
psychotherapy equivalence a myth that reflects the limitations of variables being investigated®® and
of study designs and procedures.?*?° In fact, it seems reasonable that different techniques produce
similar results when means by which results were produced are not assessed.* Therefore, the notion
that non-specific factors (for example, therapeutic alliance) are key elements to explain therapeutic
results is partly due to the lack of systematic studies investigating the different effects of different
therapies or that identify the relationship between different therapeutic interventions and results.>°

Further use by Luborsky et al., in 1975, became famous in the literature and is a reference to results
of numerous comparative studies that fail to demonstrate significant differences in results of
different psychotherapies. In general, it is considered that technical factors (specific) distinguish
certain types of therapies, whereas common factors (unspecific), such as the relationship between
therapist and patient, are always present. In fact, many studies have demonstrated that therapeutic
alliance is an important predictor of therapeutic results in different psychotherapies.??* However,
there are no sufficient studies to clarify how such factors, specific or common, contribute to changes
in psychotherapy.*

PQS* was developed with the aim of understanding the role of different factors involved in the
therapeutic process. This instrument, applicable to the therapeutic session recorded in audio and/or
video (analysis unit), promotes a detailed and comprehensive description of elements in the
therapeutic process in clinically relevant terms and, at the same time, compatible with quantitative
and comparative analysis, thus contributing to overcome the historic dissociation between clinical
activity and research on psychotherapy.’® PQS has been successfully used to empirically establish
causal relationships between therapeutic process and psychic change in single or multiple case-
study designs.® Based on those studies, Jones'*?* formulated the construct "interaction structures"
(manifest, behavioral and emotional aspects of transference and countertransference) and
developed a theory of therapeutic action (of psychoanalysis and psychoanalytic psychotherapy) that
combines the effect of insight and patient/therapist relationship about therapy results. Besides
causal studies, PQS has been used to compare the therapeutic process of different
psychotherapies,*%3” identify process factors that best predict therapeutic results,***® investigate
differences between treatment stages,®***° examine psychotherapists' process of formulating clinical
hypotheses,* determine prototypes of different psychoanalytic and psychotherapeutic
treatments,**** among other applications described in the literature.

This article presents the development stages of a Portuguese version of the PQS and describes the
preliminary study carried out to verify reliability between different raters after their training. It is
part of a larger project, called "Relationship between process and result in brief psychodynamic
psychotherapy: a case study," which is an intensive and systematic investigation of a single case,
involving application of the PQS in 32 psychotherapy sessions of a depressed patient, whose main
objective is to understand the interaction between multiple process variables and therapy outcome.
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Method
Instrument

PQS is an instrument based on Q-methodology, also called Q-sort method or only Q-method.
Created in 1935 by the physicist and psychologist William Stephenson to study subjectivity from the
person's own perspective,* this method was later adapted and modified by Block** to allow
assessments using external judges. Its purpose is essentially to provide a description of an event
using Q-sort of a series of items describing an opinion, characteristic, psychological or behavioral
aspect of an individual or situation. A particularity of this method is that there is no standard Q-Set.
Its objective is precisely to provide a set of elements that best describe variation dimensions of the
phenomenon under investigation.” Another main characteristic of this method is that items are
assessed in relation to each other and not individually.***® This is usually performed with the aid of
cards that have the instrument items printed on them, so that they can be ordered in horizontal
piles (categories of a predefined continuum) on a working desk.*

PQS has 100 items presented in individual cards and an explanatory manual with descriptions and
operational examples of the items to minimize possible variations in their interpretation.'® The items
can be classified into three large groups: 1) patients' attitudes, behaviors or experiences; 2)
therapist's actions and attitudes; 3) patient/therapist interaction or therapeutic climate.*

Use of PQS requires training and careful reading of the manual. The application procedure can be
thus summarized: after examination of the therapeutic session material and initial formulation about
the data, raters (judges) should distribute the cards into nine piles, ranging from a continuum that
goes from the less characteristic (category 1) to the most characteristic (category 9). The number of
cards in each pile is distributed according to normal curve, ranging from five cards in extremes to 18
cards in medium categories.’® This forced distribution makes raters search for the best arrangement
to describe the phenomena, considering frequency, intensity and importance of an item in relation to
the others, which requires time and mental effort.

PQS items were built based on items included in other existing measures of therapeutic process and
on items developed by experts. Many versions were tested in pilot studies carried out in hours of
psychoanalytic and psychotherapeutic treatments of varied orientations. The items showing little
variation between a wide range of subjects and therapeutic sessions, those that were redundant or
that presented low interrater reliability were excluded. Item reviews were also performed whenever
an aspect of the therapeutic process deemed relevant was not captured by the instrument. The final
version proved to be able to assess a variety of phenomena typical of the psychoanalytic process,
such as transference, resistance, therapist's interventions and patient's affective states,® as well as
other theoretical orientations.*°

Several studies demonstrate that the original version of the PQS has good interrater reliability,**-3°-3¢
construct validity®* and discriminant validity.*® Factorial validity is irrelevant, since this measure
presupposes independence between items. In fact, investigations involving factorial analysis of the
PQS revealed absence of factorial structure, which is quite desirable from the Q-methodology
perspective.*

PQS has been translated into Spanish (Avila Espada ADA, Epstein R, Roussos A, Vidal Didier J,
Winkel R, Traduccién al espafiol del manual de PQS, Berkeley University of California, 2001),
German® and Italian.?” In studies carried out using those versions, there were satisfactory interrater
agreement rates.?”***! Furthermore, the study performed by Roussos*' demonstrated that PQS is a
sensitive instrument able to discriminate clinical hypotheses of cognitive and psychoanalytic
psychotherapists in segments of the same session. This is an important finding, since the PQS was
originally developed to analyze therapeutic sessions as a whole, and not divided into parts.

There is no standard interpretation of results obtained by PQS, since it may vary according to study
objectives. Items classified in extremes of Q-sort (more and less characteristic) and/or groupings
obtained by procedures of factorial analysis are typically used to obtain summarized descriptions of
the therapeutic process (clinical narratives), which can be used in inferential statistical analyses
whenever necessary.



Procedures

Authorization to develop and use the Portuguese version of the PQS was granted by the author, Dr.
Enrico Jones, through electronic communication in August 2002.

The Portuguese version was developed in four stages. In the first stage, two independent
translations of the manual and instrument items were performed by two bilingual psychologists: one
of the authors of this article (F.B.S.) and another translator, with vast experience in translation, who
had no previous knowledge of the instrument. Next, the consensual version was developed with the
help of a psychiatrist, also bilingual, considering both preliminary versions. In some items, one or
the other version was chosen and, in others, a combination of both.

The second stage consisted of the back-translation of the consensual version into its original
language (English). This stage was performed by a bilingual translator, experienced in translation
and back-translation of research instruments, whose native language is Portuguese.

The third stage was the assessment of semantic equivalence carried out by two other authors
(M.L.T.N. and C.L.E.), based on the model proposed by Herdman,* already used in Brazil by other
researchers.*®*>° That assessment considered referential and general meanings. Assessment of
referential meaning comprehends assessing to what extent back-translation words refer to the same
ideas or objects in the original instrument, i.e., literal correspondence between them. For each item,
a visual analogical scale was used, which allowed scoring from 0 to 100%. Assessment of general
meaning considered, besides literal equivalence, more subtle aspects of equivalence between both
versions (original and version 1), such as maintenance of meaning and impact that certain words or
expressions have in the Brazilian cultural context. Items were classified into four categories:
unaltered, little altered, much altered and completely altered.

The following stage was discussion, including all authors, of the result of assessments and change of
some items to meet the criteria of semantic equivalence. That version, along with the manual, was
reviewed by a specialist in Portuguese for small adjustments in writing and verb agreement,
resulting in the final version (see Appendix 1).

After the final development of the Portuguese version of the PQS and its code manual, training was
given to raters who were supposed to act as judges in the previously mentioned case study. The
raters are five psychotherapists with variable clinical experience (between 3 and 14 years). The
group is composed of one physician specialized in psychiatry and four psychologists, of which three
have formal training in psychoanalytic psychotherapy at a local institution, whose formation model is
based on the "tripod": theoretical seminars, supervision and personal therapy.

Raters' training was coordinated by one of the authors (F.B.S.) and carried out in approximately 30
hours, distributed into nine meetings. Initially, there was an intensive and careful study of the PQS
manual. Later, transcriptions of four sessions of a brief psychodynamic psychotherapy, other than
the main case being investigated, were individually examined by the whole group. The Q-sort of
PQS items, in those sessions, was performed by consensus. During training, notes in field diary were
made to identify occasional difficulties faced by raters in performing the task and to subsidize
complementary data.

Finally, seven sessions of a third case of brief psychodynamic psychotherapy were distributed among
recently trained raters, randomized in pairs, so that they could Q-sort the 100 items in the PQS
independently. Using Pearson's correlation coefficient, concordance between pairs of raters was then
assessed, using coefficients equal or higher than 0.50 as interrater reliability parameter, which is the
same criterion adopted in other studies on PQS.3*384251-33


http://www.scielo.br/img/revistas/rprs/v29n1/en_v29n1a11_a1.jpg

Results

In general, items had good equivalence between versions. Of all 100 items in the instrument, 88
had referential meaning above 80%. With regard to general meaning, 91 items were assessed as
having identical meaning (unaltered); eight as little altered; and one as completely altered.

Table 1 presents some items that generated more discussion, whether for presenting low referential
meaning, or because they presented altered general meaning.

During PQS training, some flaws in terms of understanding and initial handling of the instrument
were identified. Among problems concerning understanding is lack of raters' familiarity with some
concepts from other psychotherapeutic approaches other than psychoanalysis (for example, in item
80, "therapist presents an experience or event in a different perspective," the concept of "cognitive
restructuring” is referred). In discussions performed between training participants, it was mentioned
that the PQS manual should have illustrative clinical vignettes in all items, and not only in a few of
them. One of the vignettes was considered little appropriate to our reality, although it had not
caused problems in item understanding. It is the example that follows item 73 ("the patient is
committed to the work of therapy"): " a patient is so interested in beginning treatment that he is
willing to give up a weekly golf game to keep therapy appointments." Another important observation
was that the group of raters, especially during the first training meetings, presented difficulty in
behaving like a neutral observer, which is required in the instrument instructions.® In this stage,
tendency to interpret the session material was detected, instead of simply describing it.

After the training, a study of interrater reliability was carried out. Of seven sessions, good reliability
was found in five (Pearson's correlation coefficient between 0.53 and 0.64) with only two judges. In
the other two sessions, it was necessary to include a third rater to produce similar indexes (r = 0.60
and r = 0.72).

Discussion

With regard to the semantic equivalence study of the PQS, considering both evaluations made, the
one concerning the referential meaning had more problems. It is worth mentioning that many items
that had low evaluation in terms of referential meaning were considered as having unaltered general
meaning, which indicates the existence of some difficulties in back-translating some items that were
appropriately translated. This can be explained by the fact that back-translation was performed by a
professional unfamiliar with the instrument language, especially words and expressions that
represent technical jargon in psychotherapy, and also because this person's native language is
Portuguese, and not English. Bearing that in mind, necessary adjustments in translation were
performed. And after a final review, both versions, original and translated into Portuguese, were
considered equivalent from the semantic perspective.

Since the PQS is an instrument whose application depends on a special training of judges, assessing
interrater reliability is recommended whenever it is used. We needed 30 hours of training,
distributed into meetings at every 2 weeks for 5 months; between meetings, raters studied the
clinical material and performed their individual evaluations for further discussion in the group.

We considered the result of this study encouraging, since evaluation of the therapeutic process using
the PQS is extremely detailed, requiring raters' patience and care,? besides an obvious considerable
amount of intuition and clinical judgment.

It is worth stressing that the group of interraters had variable clinical experience and that there was
no bias in the sense of influencing evaluations, whether during the training, whether during the
recently mentioned study. Difficulties identified in those moments concern, above all, a higher or
lower complexity of phenomena present in the sessions, although there was also some
misunderstanding of a few items by raters. As to the first difficulty, there is nothing to be done
besides recognizing it and trying to dedicate more time to the study of "difficult sessions," i.e.,
sessions in which the patient's and/or therapist's mental states and attitudes are not easily
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extracted from the written material. This can occur, for example, when non-verbal interaction is
prevalent or when the content of the speech is vague, diffuse or chaotic.

To improve item interpretation, we searched for those whose evaluation by the judges was more
disagreeing and once again gathered the group of raters to discuss them together. This difficulty
seems to be easily overcome by providing more training. On the other hand, since clinical examples
were considered essential for full understanding of the items by this group of raters, we planned an
adaptation of the manual by including new illustrative vignettes, considering our reality. Adapting
the manual to the needs of a given research project, as has been done by other researchers, is a
resource that researchers have to increase the instrument's reliability and minimize disagreement
between evaluations by different judges.?”

As to raters' initial difficulties in maintaining a good distance from the material under investigation
and in describing the events instead of interpreting them, the authors of the Portuguese version of
the PQS believe that it is perfectly understandable and even expected that this occurs, since the
group is formed by clinical psychotherapists, and not by researchers. Therefore, all participants had
previous experience with reports (memory) of psychotherapy sessions for supervision purposes, a
situation in which interpretation is more relevant than description. In addition, none of the raters
had previously had the opportunity of examining a report of a recorded session, in which
peculiarities of the patient's and therapist's speech (for example, verbal expressions, silences and
language lapses) are more accurately captured.

It is known that in memory reports, the text (for example, therapist's interventions) is "lapidated"
by the action of the secondary process. Clinical material usually taken to supervision is a reviewed,
corrected and censored version of therapy events.*® In reports recorded by audio or video this
alteration is absent, which may cause higher emotional impact on the reader.

Especially at the start of therapy, raters tended to make comments on the adequacy of therapist's
interventions (this issue is not assessed by the PQS). This lack of neutrality, recorded in the field
diary, is in accordance with the statement made by Sandler & Sandler>® that the clinical material
from recordings often gives the impression, in other colleagues, that the analyst (or therapist, in this
case) is a bad professional.

It is important to stress that, as raters were more familiar with the type of clinical material and with
the procedures of applying the PQS, more objectivity in performing the task could be achieved. This
could be seen both in participants' reports and in the result of interrater agreement.

Conclusion

The study provides to those interested in research on psychotherapy in Brazil the Portuguese version
of the PQS, a versatile instrument able to provide empirical and clinically significant information on
the therapeutic process of different psychotherapeutic approaches. Such descriptions, compatible
with the quantitative analysis, have been used for two decades by many researchers, in varied
contexts, in studying the therapeutic process in group study designs and case studies. Application of
the PQS requires training, time and mental effort. The preliminary study carried out using the
Portuguese version of the instrument demonstrated significant agreement between clinical
judgments by different raters. The extensive training previously performed with raters proved to be
an essential procedure for proper understanding and handling of the PQS. A review of the manual,
concerning illustrative clinical vignettes, could minimize the difficulties found to fully understand
some items that reflect concepts that are little familiar to raters.

Acknowledgments

To Karina Brodski and Luis Guilherme Streb, for helping translate the PQS and its application
manual; to Miriam Simoes Pires, for back-translating PQS items; to Maria de Lourdes Figueiredo
Leal, for the Portuguese review of PQS items and manual; to Aline Eymael Domingues, Andréia
Chaieb, Karen Selister, Patricia Aronis and Roberta Rossi Griidtner, for their participation in the
training, application of the PQS and suggestions for further adaptation of its application manual; to
the anonymous psychotherapists and patients who agreed to have their therapies recorded to be
used in our study.



References

1. Eysenck HJ. The effects of psychotherapy: an evaluation. J Consult Psychol. 1952;16(5):319-
24, [ Links ]

2. Drozd JF, Goldfried MR. A critical evaluation of the state-of-the-art in psychotherapy outcome
research. Psychotherapy 1996;33(2):171-80. [ Links ]

3. Lambert MJ. Introduction to psychotherapy research. In: Beutler LE, Crago MM, eds.
Psychotherapy research: an international review of programmatic studies. Washington: Am Psychol
Assoc; 1991. p. 1-23. [ Links ]

4. Poch J, Avila Espada A. Investigacion en psicoterapia: la contribucidn psicoanalitica. Barcelona:
Paidds; 1998. [ Links ]

5. Roth A, Fonagy P. What works for whom? A critical review of psychotherapy research. 2nd. ed.
New York: Guilford; 2005. [ Links ]

6. Whiston SC, Sexton TL. An overview of psychotherapy outcome research: implications for
practice. Prof Psychol Res Pr. 1993;24(1):43-51. [ Links ]

7. Russell RL, Orlinsky DE. Psychotherapy research in historical perspective. Arch Gen Psychiatry.
1996;53(8):708-15. [ Links ]

8. Wallerstein R. The generations of psychotherapy research: an overview. In: Leuzinger-Bohleber
M, Target M, eds. Outcomes of psychoanalytic treatment: perspectives for therapists and
researchers. London: Whure; 2002. p. 30-52. [ Links ]

9. Fonagy P. An open door review of outcome studies in psychoanalysis. London: International
Psychoanalytic Association: 1999. [ Links ]

10. Russell R. Introduction to special section on multivariate psychotherapy process research:
Structure and change in the talking cure. J Consult Clin Psychol. 1995;63(1):3-5. [ Links ]

11. Dahl H, Teller V. The characteristics, identification and application of FRAMES. Psychother Res.
1994;4:253-76. [ Links ]

12. Luborsky L, Popp C, Luborsky E, Mark D. The core conflictual relationship theme. Psychother
Res. 1994;4:172-83. [ Links ]

13. Jones EE. Therapeutic action: a guide to psychoanalytic therapy. Northvale: Aronson;
2000. [ Links ]

14. Engel G. Some obstacles to the development of research in psychoanalysis. J Am Psychoanal
Assoc. 1968;16(2):195-229. [ Links ]

15. Gill MM, Simon J, Fink G, Endicott NA, Paul IH. Studies in audio-recorded psychoanalysis. I.
General considerations. J Am Psychoanal Assoc. 1968;16(2):230-44. [ Links ]

16. Kachele H, Thoma H, Ruberg W, Griinzig H]. Audio recording of the psychoanalytic dialogue:
scientific, clinical and ethical problems. In: Dahl H, Kachele H, Thoma H, eds. Psychoanalytic process
research strategies. Berlin: Springer; 1988. p. 179-93. [ Links ]


javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);

17. Nunes MLT. O uso do gravador para pesquisa em psicoterapia. Rev Psico. 1995;26(2):121-
32. [ Links ]

18. Domingues AE, Serralta, FB. O uso do gravador na psicoterapia psicanalitica: o ponto de vista do
psicoterapeuta. Rev Bras Psicoter. 2005;7(2/3):169-82. [ Links ]

19. Yoshida EMP, Enéas MLE. A proposta do Nucleo de Estudos e Pesquisa em Psicoterapia para
adultos. In: Yoshida EMP, Enéas MLE, orgs. Psicoterapias psicodinamicas breves. Propostas atuais.
Campinas: Alinea; 2004. p. 223-58. [ Links ]

20. Marcolino JAM. O impacto da alianca terapéutica em psicoterapia psicodinamica breve [tese].
Sado Paulo: Universidade de S&o Paulo; 2002. [ Links ]

21. Gomes FG. A relagdo entre os mecanismos de defesa e a qualidade da alianca terapéutica em
psicoterapia de orientacdo analitica de adultos: um estudo exploratorio [dissertacdo]. Porto Alegre:
Universidade Federal do Rio Grande do Sul; 2003. [ Links ]

22. Ferreira EB. Um estudo sobre o padrao transferencial e a alianga terapéutica de pacientes em
psicoterapia de orientacdo analitica [dissertagdo]. Porto Alegre: Universidade Federal do Rio Grande
do Sul; 2006. [ Links ]

23. Bottino SMB. Estudo da sistematizacdo do diagndstico em psicoterapia através do CCRT: tema
central de conflito nos relacionamentos [dissertacdo]. Sdo Paulo: Universidade de Sao Paulo;
2000. [ Links ]

24. Goldfeld PRM. Um estudo da contratransferéncia em um grupo de psicoterapeutas de orientagdo
psicanalitica frente a relatos de situagdes traumaticas [dissertacdo]. Porto Alegre: Universidade
Federal do Rio Grande do Sul; 2005. [ Links ]

25. Marcolino JAM, Iacoponi E. Escala de alianga psicoterapica da Califérnia na versao do paciente.
Rev Bras Psiquiatr. 2001;23(2):88-5. [ Links ]

26. Blaya C, Kipper L, Heldt E, Isolan L, Ceitlin LH, Bond M, et al. Brazilian-Portuguese version of
the Defense Style Questionnaire (DSQ-40) for defense mechanisms measure: a preliminary study.
Rev Bras Psiquiatr. 2004;26(4):255-8. [ Links ]

27. Luborsky L, Singer B, Luborsky L. Comparative studies of psychotherapies. It is true that
"everywon has one and all must have prizes?" Arch Gen Psychiatry. 1975;32(8):995-
1008. [ Links ]

28. Beutler LE. Have all won and must all have prizes? Revisiting Luborsky et al.'s verdict. J Consult
Clin Psychol. 1991;59(2):226-32. [ Links ]

29. Stiles WB, Shapiro DA, Elliott R. Are all psychotherapies equivalent? Am Psychol.
1986;41(2):165-80. [ Links ]

30. Jones EE, Cumming JD, Horowitz MJ]. Another look at the nonspecific hypothesis of therapeutic
effectiveness. J Consult Clin Psychol. 1988;56(1):48-55. [ Links ]

31. Horvath A, Symonds BD. Relations between working alliance and outcome in psychotherapy: a
meta-analysis. J Couns Psychol. 1991;38(2):139-49. [ Links ]

32. Westerman MA, Foote JP, Winston A. Change in coordination across phases of psychotherapy
and outcome: two mechanisms for the role played by patients' contribution to the alliance. J Consult
Clin Psychol. 1995;63(4):672-5. [ Links ]


javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);

33. Barber JP, Connolly MB, Crits-Christoph P, Gladis L, Siqueland L. Alliance predicts patients'
outcome beyond in-treatment change in symptoms. J Consult Clin Psychol. 2000;68(6):1027-
32. [ Links ]

34. Ablon ]S, Jones EE. Psychotherapy process in the National Institute of Mental Health Treatment
Depression Collaborative Research Program. J Consult Clin Psychol. 1999;67(1):64-75. [ Links ]

35. Jones EE. Therapeutic action: a new theory. Am J Psychother. 2001;55(4):460-74. [ Links ]

36. Jones EE, Pulos SM. Comparing process in psychodynamic and cognitive-behavioral therapies. J
Consult Clin Psychol. 1993;61(2):306-16. [ Links ]

37. Sirigatti S. Application of the Jones' Psychotherapy Process Q-Sort. Brief Strategic Systemic
Ther Eur Rev. 2004;1:194-207. [ Links ]

38. Ablon ]S, Levy RA, Katzenstein T. Beyond brand names of psychotherapy: identifying empirically
supported change processes. Psychother Theor Res Pract Train. 2006;43(2):216-31. [ Links ]

39. Jones EE, Windholz M. The psychoanalytic case study: toward a method for systematic inquiry. J
Am Psychoanal Assoc. 1990;38(4):985-1015. [ Links ]

40. Albani C, Blaser G, Jacobs U, Jones E, Thoma H, Kéchele H. Amalia X's psychoanalytic
psychotherapy in the light of Jones's Psychotherapy Process Q-Sort (2002). In: Leuzinguer-
Bohleber M, Target M. Outcomes of psychoanalytic treatment: perspectives for therapists and
researchers. London: Whurr; 2002. p. 294-302. [ Links ]

41. Roussos AJ. La inferencia clinica y la elaboracion de hipotesis de trabajo de los psicoterapeutas:
estudio empirico mediante el uso de técnicas de analisis de procesos terapéuticos [tese]. Buenos
Aires: Universidad de Belgrano; 2001. [ Links ]

42. Ablon JS, Jones EE. How expert clinicians' prototypes of an ideal treatment correlate with
outcome in psychodynamic and cognitive-behavioral therapy. Psychother Res. 1998;8(1):71-
83. [ Links ]

43. Epstein R, Murillo M, Barletta L. Investigacion empirica sobre la sesién de psicoanalisis y la
sesion de psicoterapia psicoanalitica [poster presentation]. In: 43rd World Congress of the
International Psychoanalytic Association; 2004 Mar 10-14; New Orleans, USA. [ Links ]

44. Brown SR. Q methodology and qualitative research. Qual Health Res. 1996;6(4):561-
7. [ Links ]

45, Block J. The Q-sort method in personality assessment and psychiatric research. Springfield:
Charles C. Thomas; 1961. [ Links ]

46. McKeown B, Thomas D. Q methodology. Newbury Park: Sage; 1988. [ Links ]

47. Herdman M, Fox-Rushby J, Badia X. A model equivalence in the cultural adaptation of HRQoL
instruments: the universalist approach. Qual Life Res. 1998;7(4):323-35. [ Links ]

48. Reichenheim M, Moraes CL, Hasselmann MH. Equivaléncia semantica da versdo em portugués do
instrumento Abuse Assessment Screen para rastrear a violéncia contra a mulher gravida. Rev Saude

Publica 2000;34(6):610-6. [ Links ]

49, Moraes CL, Hasselmann MH, Reichenheim M E. Adaptacdo transcultural para o portugués do
instrumento Revised Conflict Tactics Scales (CTS2), utilizado para identificar a violéncia entre casais.

Cadernos de Saude Publica 2002;18(1):163-76. [ Links ]


javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);

50. Berger W, Mendlowicz MV, Souza WF, Figueira I. Equivaléncia semantica da versdao em
portugués da Post-Traumatic Stress Disorder Checklist — Civilian Version (PCL-C) para rastreamento
do transtorno do estresse pds-traumatico. Rev Psiquiatr Rio Gd. Sul. 2004;26(2):167-

75. [ Links ]

51. Jones EE, Parke LA, Pulos SM. How therapy is conducted in the private consulting room: a
multidimensional description of brief psychodynamic treatments. Psychother Res. 1992;2(1):16-

30. [ Links ]

52. Price P, Jones EE. Examining the alliance using the Psychotherapy Process Q-Set.
Psychotherapy: Theory, Research, Practice, Training. 1998;35(3):392-404. [ Links ]

53. Pole N, Jones EE. The talking cure revisited: psychodynamic psychotherapy content analyses of
a two-year psychodynamic psychotherapy. Psychother Res. 1998;8(2):171-89. [ Links ]

54. Lancelle G. El psicoanalisis y la investigacién en escorzo desde una perspectiva clinica.
Psicoanalisis APdeBA. 1997;19(1-2):119-55. [ Links ]

55. Sandler J, Sandler AM. The past unconscious, the present unconscious and interpretation of the
transference. Psychoanal Inq. 1985;4:367-99. [ Links ]

@Correspondence
Fernanda Barcellos Serralta
Rua Cel. Corte Real, 797/502, Petrdpolis
CEP 90630-080, Porto Alegre, RS.
E-mail: psifer@terra.com.br

Received October 3, 2006.
Accepted March 7, 2007.

*This study is part of the doctorate dissertation by Fernanda Barcellos Serralta, entitled "The
relationship between process and result in brief psychodynamic psychotherapy: a case study," under
development at Department of Psychiatry, UFRGS, Porto Alegre, RS, Brazil.

T The reference to Dodo's bird veredict ("everyone has won and all must have prizes") at the end of
the Caucus-race, quoted from Alice in the Wonderland, by Lewis Carroll, was originally made by
Rosenzweig, in 1936, in an article in which the author introduces the concept of common factors in
psychotherapies.

¥ The instrument was developed by Enrico E. Jones, a psychologist, psychoanalyst, professor and
researcher at University of Berkeley, who died in 2003. PQS and its original manual are from 1985.
They were first published in 2000, in the appendix of the book Therapeutic action: a guide to
psychoanalytic therapy.


http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0101-81082007000100011&lng=en&nrm=iso&tlng=en#cit02
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0101-81082007000100011&lng=en&nrm=iso&tlng=en#cit01
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0101-81082007000100011&lng=en&nrm=iso&tlng=en#topo
mailto:psifer@terra.com.br
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
javascript:void(0);
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0101-81082007000100011&lng=en&nrm=iso&tlng=en#topo

Appendix 1 - Hems of the Psychotherapy Process Q-Set (Portuguese version)

Ttem 1

Ttem 2:

Ttem 3
Item 4:
Ttem 5:
Ttem 6:
Item 7:
Item 8:

Ttem 9:

Item 10:
Ttem 11:

Ttem 12

Ttem 13:
Item 14:
Ttem 135:

Ttem 16

Ttem 17:

Item 18:

Ttem 19:

Ttem 20

Ttem 21:

Ttem 22,

Ttem 23:
Ttem 24:

Ttem 25,

Ttem 26:
Ttem 27:
Ttem 28:
Ttem 29:
Ttem 30:

Ttem 31

Ttem 32:
Item 33:
Ttem 34:

Ttem 35

Ttem 36:
Ttem 37:
Ttem 38:
Ttem 39:
Ttem 40:

Ttem 41:
Item 42:
Ttem 43:
Ttem 44:
Trem 45:
Ttem 46:
Ttem 47:

Ttem 48,

Trem 49:
Item 50:

Ttem 51:

Ttem 52

Ttem 53:
Ttem 54:
Ttem 55:
Ttem 56:

Ttem 57:
Trem 58:
Item 59:
Ttem 60:

Ttem 61:
Ttem 62:

Ttem 63

Trem 64:
Item 65:
Ttem 66:

Ttem 67

Trem 68:
Ttem 69:
Ttem 70:

Ttem 71

Ttem 72:
Ttem 73:
Ttem 74:
Ttem 75:
Ttem 76:
Ttem 77:
Ttem 78:
Ttem 79:

Ttem 80

Ttem 81:

Ttem 82,

Ttem 83:

Ttem 84

Ttem 85:
Item 85:
Ttem 87:

Ttem 88

Ttem 89:
Ttem 90:
Ttem 91:
Ttem 92:
Ttem 93:
Trem 94:
Ttem 95:
Ttem 96:

Ttem 97

O paciente verbaliza sentimentos negativos (por exemplo. critica, hostilidade) dirigidos ao terapeuta (versus faz
comentirios de aprovagio ou admiracéio)

O terapeuta chama a atengia para o comportamenta ndo-verbal do paciente, como. por exemplo, postura corporal.
gestos.

As observagdes do terapeuta visam facilitar a fala da paciente
Os objetwos do paciente ne ratamento so discutidos.

O paciente tem dificuldade para compreender es comentarios do terapeuta.

O terapenta & sensivel aos sentimentas do paciente, afinado com o paciente; empifico
O paciente esta ansioso ou tenso (versus calmo e descontraido).

O paciente estd pad
ou querendo a dependéncia)

conflituad sua éncia do terapeuta (versus confortivel com a dependéncia

O terapeuta & distante, indiferente (versus responsive e efetivamente envolvido).
0 paciente busca mator intimidade com o terapeuta.

Sentimentos e experiéncias sexuais sio discutidos.

Qcorrem siléncios durante a sessio.

0 paciente esta animado ou excitado.

0 paciente ndo se sente entendido pelo terapenta.

O paciente nio inicia assuntos; & passivo.

Ha discussio sobre fungdes corporais, sintomas fisicos ou sade.

O terapents exerce ativamente controle sobre a interagio com o paciente (por exemplo, estraturando e/ou
introduzindo novos assuntos)

0 terapenta ransmite um sentido de aceitagio ndo-crifica (Obs.: a colocacdo na direcdo do extremo ndo-caracteristico
indica desaprovacdo, falta de aceitagdo).

Existe um tom erdtico na relacio terapéutica

O paciente é provocador, desafia os limites da relacdo terapéutica (Obs - a colocacdo na direco do extremo nio-
caracteristico mdica que o paciente se comporta de maneira submissa).

O terapeuta revela informagdes sobre si.

O terapeuta focaliza os sentimentes de culpa do paciente.

O didlogo tern um foco especifico

0s conflitos emocionals do proprio terapeuta invadem a relagdo.
O paciente tem dificuldade em comegar a sessdo.

O paciente experi afetos incémedos ou pencses (s ).
O terapeuta di orientades e conselhos explicitos (versus adia. mesmo quando é pressionado a fazé 1)
0 terapeuta percebe acuradamente o processo terapéufico.

0 paciente fala sobre querer estar separado ou distante.

A discussio se concentra em temas cognitives, isto €, sobre idéias ou sistema de crengas

O terapeuts solicita mais informagéio ou elaboracic.

O paciente adquire uma nova compreensio ou isight

0 paciente fala sobre sentimentos de estar proxime ou de estar precisando de alguém.

O paciente culpa outros, ou forges extemas, pelas dificuldades

A auto-imagem ¢ um foco de discussio

O terapeuta assinala o uso de manobras defensivas pelo paciente: por sxemplo, amulagio. negagio.

O terapenta se comporta como um professor (de maneira diditica).

Hi discussdo sobre atividades ou tarefas especificas para o paciente tentar fazer fora da sessio.

Existe um tom competitivo na relagio.

O terapeuta faz mterpretacdes que fazem referéncia a pessoas reais da vids do paciente (Obs. a colocagiio na
direcda do extremo nio-caracteristico indica que o terapeuta faz interpretagdes gerais ou impessoais).

As aspiragdes an ambigaes do pacients sAo tépicos de discussdo
0 paciente rejerta (versus aceita) 03 comentarios e observacdes do terapeuta.
O terapeuta s

gere o significado do comportamento de outros.
O paciente se sente cauteloso on desconfiada (versus confiante e seguro).

O terapeuta adota uma atitude de apoio.

O terapeuts se comumca com o paciente com um estilo claro e coerente.

Quando a interagiio com o paciente ¢ dificil, o terapeuta fenta se adapter, mum esforgo para melhorar a relagio.
O terapents estimula a independéncia de ago ou opinido do paciente

0 paciente rem sentimentos ambivalentes ou conflituados sobre o terapenta

0 terapeuta chama a atencdo para sentimentos considerados inaceitaveis pelo paciente (por exemplo, raiva, inveja
ou excitagdo).

O terapeuta € condescendente ou protetor para com o paciente.

0 paciente conta com o terapeuta para resolver seus problemas.
O paciente esta preocupado com o gue o terapeuta pensa dele
0 paciente ¢ claro e organizado em sua expressio,

0 paciente transmite expectativas positivas sobre a terapia.

Q paciente discute experiéucias como se estivesse distante dos seus sentimentos (Obs.. avalie como neutro se o
afeto e o envolvimente forem aparentes, mas modulades)

O terapeuta explica as razdes por tras de sua técnica on abordagem ao trataments.
0 paciente resiste &m examinar pensamentos, reagdes ou motivagdes relacionados aos problemas
0 paciente se sente inadequado ou inferior (versus eficiente e superior).

O paciente tem wma experiéncia catdrtica (Obs.. avalie como ni i pres 1nio for
acompanhada de wma sensagio de alivio)

O paciente se sente timido ou envergonhado (versus & vontade e seguro}
O terapeuts identifica um tema repetitivo na experiéncia ou conduta do paciente.

0s relacionamentos interpessoais do paciente sio um tema importante
O amor ou relacionamentos anorosos sio um tépico de discussio
0 terapeuta clanifica, reafirma ou reformula a comumeagdo do paciente.

O terepeuta ¢ diretamente encorajador (Obs.. cologue na diregio do ni
abster de proporcionar apoio direto).

-caracteristico se o terapenta tende a se

O terapeuts interpreta desejos, sentimentos ou 1déias, rejeitadas ou inconscientes
Significados reais versus fantasiados das experiéncias sio ativamente diferenciados
A situacdo de vida atual o recente do paciente é enfanizada na discussdo.

O paciente luta para controlar sentimentos ou impulsos.

0 paciente é auto-acusatirio; expressa vergonha ou culpa

0 paciente entende a natureza da terapia e o que € esperado

0 paciente esta compromendo com o trabalho terapéutico.

0 humeor € utilizado.

Interruppdes ou pausas no fratamento ou o términe da terapia sdo discutidos.

O terapenta sugere que o paciente aceite responsabilidade por seus problemas

0 terapeuta nio tem tato.

0 paciente busca aprovagio, afeicic ou simpatia do terapeuta.

O terapeuts comenta as mudangas no uner ou no afeto do paciente.

O terapeuts apresenta uma experiéncia ou evento numa perspectiva diferente.

O terapeuta enfatiza os sentimentos do paciente para ajudé-lo a experimenta-los mais profundamente.

O compartamento do paciente durante a sessio & reformulado pelo terapeuta de uma maneira néo explicitamente
reconhecida anteriormente

O paciente ¢ exigente.
O paciente expressa sentimentos de raiva ou agressivos.

0 terapenta encoraja o paciente a tentar novas formas de comportar-se com os outros

0 terapenta € segure ou autoconfiante (versus inseguro ou defensiva).

0 paciente ¢ controlador.

O paciente traz temas e material significativos.

O terapeuta age para fortalecer defesas_

‘0s sonhos ou fantasias do paciente sdo discutidos.

Lembrangas ou reconstrugdes da infincie sdo topicos de discussic.

Os sentimentos ou percepedes do paciente séo relacionados com situagfes ou comportamentos do passado.
O terapents € neutro

0 paciente sente-se triste ou deprimido (versus alegre on animado).

O paciente sente-se ajudado.

Ha discussie sobre hordrios ou honorarios.

O paciente é introspective, p

explora p e sentil intimos.
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